We aimed to identify and categorise advanced communication skills used by experienced consultant paediatric anaesthetists to facilitate the induction of paediatric anaesthesia. The communication techniques were both verbal and non-verbal. Communications with potentially negative effects were also noted. Eighty-three inductions were observed over a three-month period. The 12 anaesthetists observed were all senior consultants at a tertiary referral paediatric centre. The mean age of patients was 6.1 years SD±4.8. There were 53 males (63.9%) and 30 females (36.1%). A first anaesthetic was administered to 43 patients (56%) and sedative premedication to six (8%). Inhalational inductions were observed in 59 patients (71%). The remainder received an intravenous induction. Anaesthesia was induced in the operating room on 68 occasions (82%), in the induction room on 11 (13%) and in the radiology department on 4(5%). The most common communication techniques used were: voice change in 60 (72%); distraction in 49 (59%); direct commands in 39 (47%); repetition in 34 (41%); imagery in 21 (25%) and focused attention 21 (25%). Other techniques used were seeding of ideas, utilisation, non-verbal cues, double-binds, story-telling, indirect suggestion, dissociation and reversed effect. Sabotage by parents or staff, such as inadvertent negative suggestions, was observed on 14 occasions (17%). Paediatric anaesthetists utilise a wide range of communication techniques in a highly flexible manner when inducing anaesthesia in children. Many of these communications can be characterised as hypnotherapeutic. Our observations suggest that formal structured training in communication skills and further research is warranted.
Effective communication skills are regarded as an essential component of modern clinical practice 1 . Anaesthetists often communicate in a way that allows for the development of rapid patient rapport, trust and cooperation. This is especially so in the setting of induction of anaesthesia in children 2 . Such communications can be therapeutic and assist with the relief of pain or anxiety 3 . These therapeutic verbal or non-verbal communications, known as suggestions, elicit subconscious responses in patients' perception, mood or behaviour in a way that facilitates a neutral or positive behavioural response 4 . Over 30 years ago, Egbert found that communications with positive emotional content, used on the preoperative visit by the anaesthetist, decreased postoperative analgesia requirements and hospital stay 5 . Suggestions have been shown to be critical determinants of patient perception and behaviour in both an observational study in adults having painful radiological procedures 6 and in at least one randomised controlled trial 7 . The effects of patient subconscious responses to communications by healthcare providers is an expanding area of research [7] [8] [9] [10] [11] . A recent study in children presenting for anaesthesia has shown that hypnotic communications delivered preoperatively are at least as effective as midazolam premedication in facilitating the induction of anaesthesia 12 . Hypnotic communications have been advocated to be a useful adjunct to paediatric clinical practice 13 , the management of needle phobia 14 and in preventing preoperative anticipatory vomiting 15 .
Induction of anaesthesia is a potentially distressing experience, especially in children. Disrupted routines, unfamiliar faces, hospital procedures and uncertainty about anaesthesia and surgery all contribute to patient anxiety. This can be stressful for both parents and staff. In addition, increased distress at induction is associated with prolonged induction and postoperative agitation or negative behaviours. It is therefore highly desirable to minimise anxiety and distress at the time of induction of anaesthesia in order to facilitate a smooth transition from an awake state to one of surgical anaesthesia 2 . In our institution it had been noted anecdotally that several paediatric anaesthetists were using communications that could be categorised as hypnotherapeutic during the induction of anaesthesia. This preliminary single centre observational study aimed to identify and categorise the types of communication skills and techniques, both verbal and non-verbal, commonly used by experienced paediatric anaesthetists during the induction of anaesthesia in children.
METHOD
The study was approved by the local Regional Ethics Committee and conducted within the Department of Paediatric Anaesthesia at the largest tertiary referral centre for children in South Australia. A summary of the study protocol was presented to members of the Department and written consent was obtained from all consultant paediatric anaesthetists. Although the observational nature of the study was explained, we omitted details of exactly what data were being collected in order to minimise changes in anaesthetists' behaviour regarding their induction techniques. Published theatre and radiology lists were identified where consultant anaesthetists had been allocated to provide anaesthesia. Patients were recruited for observation as they presented for anaesthesia from theatre lists when service commitments allowed. Although the inductions observed were not a true random sample, researchers had no knowledge of patients with regards to their preoperative behaviour, need for premedication or previous behaviour during anaesthesia, prior to their allocation for inclusion in this study. Two of the authors (AVC, PCC) observed inductions of anaesthesia during a three-month period between November 2006 and January 2007. A data collection form was designed to collect demographic information such as age, gender of patient, type of procedure, sedative premedication, and type of induction (inhalational or intravenous). Some of the techniques used to describe verbal interactions Seeding/positive suggestion e.g. "You can wake up in recovery surprised that it was a little easier than you thought", "You will be able to eat and drink as soon as you feel like it" (anti-emesis suggestion).
Indirect suggestions e.g. "I'll blow the smell away for you" Usually will get the child to blow too. "Most children find that they eat and drink easily as soon as they feel like it".
Dissociation
Mentally stepping outside oneself, imagining yourself in another more relaxing/pleasant environment (e.g. shopping for teenage girls). Calling "your arm" "the arm" when placing a drip dissociates it from the body.
Double-bind
Giving a choice that results in the same outcome, e.g. "Do you want to breathe in through the mask or blow it away?"
Direct commands e.g. "take big breaths".
Repetition
Repeating words or phrases, generally positive comments or praise, e.g. "That's right! Well done" when patient responses are useful.
Story-telling
Another way to use imagery and focus attention.
Distraction
Using a toy, pulling funny faces etc. in order to focus attention.
Utilisation
Using a phrase/idea/toy that the child has introduced or brought along, e.g. a child holding her nose during induction can be asked to squeeze the nose tighter. This utilises the squeezing as a focus of attention during gas induction that prevents the hand pushing the mask away.
Focussed attention e.g. "look at the balloon, can you blow it up?"
Reversed effect e.g. "try not to blow too hard into the mask" paradoxically can cause the child to blow harder.
Voice changes
Modulating the voice, generally to make it softer and quieter.
Non-verbal cues
Holding the chair for mum and child to sit on, handing the child the mask to hold.
Sabotage
Negative suggestions or phrases used by the parent/theatre staff, anaesthetist or events that may have a deleterious effect on an induction, e.g. telling the child "don't panic" or "there is nothing to worry about" or "this won't hurt". between anaesthetist and patient had been noted to be hypnotherapeutic. We categorised the observed communications on our anecdotal experience, a small pilot of five observed inductions of anaesthesia and those detailed in a standard text of hypnotic suggestions and metaphors (Table 1) 16 . Observers were given some brief training by a senior consultant anaesthetist (AMC) who had received training in the use of clinical hypnosis. Sabotage was defined as the use of language with negative emotional content as described by Lang and Bejenke 6, 17 . Observations were made from patients' arrival in the theatre suite to the completion of anaesthesia induction. The observer had no interaction with the anaesthetist, patient or parent at any stage prior to or during the induction process. Following completion of all data collection forms, the researchers independently categorised the types of communication. They then reviewed the data sheets together to check for any discrepancies in the interpretation of this information. Any further disagreements were resolved by discussion with a third researcher (AMC). Descriptive statistics only were used.
RESULTS
Twelve experienced consultant paediatric anaesthetists were observed during 83 inductions of anaesthesia. The patients were aged between 0 and 17 years (mean age 6.1 years). There were 53 male patients (63.9%) and 30 females (36.1%). Fifty-nine patients (71%) received an inhalational induction of anaesthesia and 24 (29%) an intravenous induction. Anaesthesia induction occurred in the operating theatre on 68 occasions (82%), in the induction room on 11 occasions (13%) and in the radiology department on four occasions (5%). Table 2 shows the commonly used communication techniques by age group. Concordance in categorising the types of communications used on initial review of the data was 89.2% and following discussion 100%. Sabotage was observed during 14 inductions (17%). Sabotage occurred in the three older patient groups but was most common in the >10 to 17 years group. Table 3 shows examples of 'sabotage' observed in the study.
DISCUSSION
This descriptive study was designed to identify and categorise the types of communication techniques used commonly by senior paediatric anaesthetists during the induction of anaesthesia in children. It addresses an important issue given the stress and anxiety that often accompanies anaesthetic induction. Use of appropriate communication methods may be important in reducing both parental and child stress during this time. This is the first time that this approach has 
Examples of 'sabotage' observed in the study. Negative suggestions and/or words with negative emotional or sensory content are in italics
"You will feel a jab" "Propofol stings" Parent saying "injection will sting" Surgeon saying to patient "he's doing well today (meaning anaesthetist), you are normally crying by now" Parent saying "they may cut your arm off" "You have done this before so it shouldn't be too scary" "How did that feel? Was it sore?" "This won't hurt" as pulse oximetry monitoring is placed on finger "There is nothing to worry about" been used to categorise communications utilised by experienced consultant paediatric anaesthetists to facilitate induction of anaesthesia. The importance of patient responses to communications during induction of anaesthesia has been recognised previously 18 .
It is clear that a variety of verbal and non-verbal cues are used by experienced anaesthetists to facilitate induction of anaesthesia. Overall, the most common techniques were voice change, distraction, direct commands and repetition. However, anaesthetists constantly adapt to changing circumstances and patient behaviours showing a highly flexible approach to the techniques utilised. The initial communications chosen appeared to be age-based. For example, in very young children voice change and repetition were used most frequently. In the pre-school child (aged two to five years) voice changes in combination with distraction were more common. In the five to 10 year age group, the voice change and distraction techniques were supplemented by direct commands. The 10 to 17 year age group patients were given more factual information while techniques such as distraction were used less frequently. This latter finding may have been because the children in this age group were beginning to adopt more adult behaviours with increased cognitive thinking before giving implicit permission for anaesthesia to proceed.
The study limitations included the fact that the observations were in 'real time' so it is likely that not all relevant verbal and non-verbal cues were documented. Future similar studies could utilise video-taped analysis in which induction of anaesthesia is recorded. The observer would then not need to be present during the induction and repeated viewing would ensure complete data collection. Resources for the study were limited and only one observer was used for each induction. The use of a second observer may have improved the observations but may also have increased the potential for 'intrusion' of or distraction by the observers. Although the observers were dressed in theatre apparel and behaved in an unobtrusive manner, their presence may have been a potential distraction to the patient, parent or anaesthetist during the induction process.
The inductions observed were not randomly selected, which could have led to a selection bias. In terms of the patients, bias was unlikely as the observer had no knowledge of the patient prior to entering the induction room. In terms of the anaesthetists, the 12 observed represented a significant proportion of the staff and the observational, qualitative intent of the study meant that this sample fulfilled the aim to observe a wide range of techniques. A small minority of children received premedication and this might have affected the method of communication and response. However, these outcomes were not the focus of the current study although this may need to be taken into account in future studies, especially where the outcome for the child or family is being examined.
Lang has demonstrated in an observational study that patients receiving phrases and comments with negative emotional content such as "this is going to hurt" have increased pain perception and anxiety 6 . The 17% incidence of negative suggestions or phrases and other methods of sabotage which occurred during the observed inductions is an important observation. It serves as a reminder that all theatre staff involved in patient care must take care with their communications and mind their language during this stressful time. For example the phrase "you can kiss him (the child) goodbye now", an instruction given to the parent after the child has had anaesthesia induced, may create a subconscious suggestion of death. A possible alternative communication such as "Thank you for your help, you will see him soon" could be used. Continuing professional development sessions within the operating suite would be a useful forum in which to raise awareness regarding ways inductions can be affected both positively and negatively by language and non-verbal communication.
Communicating with patients is such an everyday part of an anaesthetist's practice that often little conscious thought is given to assessing and managing the subconscious responses of patients to anaesthetists' verbal and non-verbal cues. Because many of the communication techniques utilised are subconscious, it can be difficult for the expert anaesthetist to explain to a trainee exactly what it is they are doing that is facilitating a smooth stress-free induction. Recognising that we frequently use both conscious and subconscious cues when managing patients and their parents in the stressful environment of an induction of anaesthesia, should facilitate training in these techniques. Although an understanding of these concepts is in its infancy in the general medical and anaesthesia literature 17 , there is a long history of their use in both psychology and hypnosis 16 . Hypnotherapeutic terminology lends itself to describing many of the therapeutic communication techniques used by anaesthetists that can be helpful. These language structures and principles could be useful as a framework on which to base communication training for junior anaesthetists. This would facilitate learning non-technical skills and communication techniques that are found to be particularly useful when inducing anaesthesia in children. Although there is convincing evidence of the effectiveness of utilising hypnotic communication techniques in providing analgesia 19, 20 and anxiolysis 21 , there is little data regarding the effectiveness of different communication styles in clinical anaesthetic practice. Future studies could determine how often anaesthetists have to use multiple techniques or change a technique if one is not working. The effects of 'sabotage' and how this materially affects the response of the child also requires further investigation. This study was not designed to look at any particular intervention or outcome. We anticipate that future studies could investigate the effects of formal training in this area compared with the current standard and the effect on outcomes such as degree of anxiety or distress at induction, anaesthetic requirements and postoperative behaviour.
CONCLUSIONS
This preliminary study shows that experienced paediatric anaesthetists utilise a range of verbal and non-verbal communication techniques when inducing anaesthesia in children. These communications can be characterised as hypnotherapeutic with recognised language structures that can be categorised. An extremely flexible approach was observed as techniques were adapted to the age and responses of the patient. Negative suggestion by the parents or staff, with the potential for sabotage of the positive technique(s) being employed, occurred not infrequently. A formal list of positive communication techniques was created to allow the observations in this study to be categorised. This list could also be used to facilitate training in this area. Structured training in the skills found to be particularly useful could potentially be used to teach not only trainee anaesthetists but also other staff involved in perioperative care of the paediatric patient presenting for anaesthesia.
